
Holcomb Behavioral Health Systems 

 

PARENT CHILD INTERACTIVE THERAPY 

 

Referral Form 

 
Client’s Name: ____________________________ Date of Referral: ________________________ 
 

Date of Birth: ________________ Age:  ________   Social Security Number ______-_____-_______ 
 

Client’s Address: ________________________________________________________________________ 
 

Telephone Number:    (Home): _________________________________ 

   (Other): _________________________________ 
 

Parent or Legal Guardian: ______________________________________    

 

Address (if different from child): ___________________________________________________________ 

 

Phone Number: __________________ Cell: _____________________ Work: _______________________ 

 
 

Insurance:   None    CCBH     MA App. Made (date: ________________)     

    

 Private Insurance: _________________  Policy #: __________________   Ins. Phone #: ____________ 
 
 

 

 

 

Referral Source Name: _____________________________   Relationship: ___________________________ 
 

Phone: ___________________________     Email: _______________________________________________ 
 

Reason for referral: ________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

________________________________________________________________________________________ 

 

________________________________________________________________________________________ 
 

 

 

 

 

 

Please direct referrals to: 

Diane Crease-Roupas 

717-757-1227 ext. 295 

Fax: 717-757-1353 
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